tal, Chicago, ll. Statistics on managed care ills abound, and have been often cited in these pages. But ustatistics are people with the tears washed away." Here are a few examples from one clinician's efforts to help his patients despite managed care constraints. My practice is limited to referred pediatric patients with intestinal, liver and nutritional problems in an urban university children's hospital, but I believe the following examples are representative of those experienced by most U.S. physicians:
1. A 16-year-old-boy had vomiting, especially in the middle of the night. The managed care physician dismissed his symptoms as uprobable drug abuse"-although there was no evidence for this. The child progressively lost 20 pounds over the following three months. The patient was fmally referred to me after another 10 pound weight loss and multiple visits to the managed care physician. A condition causing the esophagus (food pipe) to be blocked (called uachalasia") was promptly diagnosed, and successfully treated the next day with an endoscopic procedure. The vomiting disappeared and he rapidly regained his lost weight.
2. A 17-year-old boy had a two month history of vomiting and a 15 pound weight loss. His managed care primary physidan repeatedly refused the family's request for referral to a spedalist. After another two months and a further 20 pound weight loss the managed care doctor still refused to refer the patient, but instead got a series of inappropriate tests including upper gastrointestinal x-rays, as well as head and abdominal cat scan examinations. Finally the patient was referred, and within 60 seconds it was apparent to me that his problem was thyrotoxicosis--or an overactive thyroid gland.
3. Usually managed care physidans are circumspect about withholding care for fmandal reasons. But occasionally the brazen truth is unambiguously stated. Such was the case with a very thin 3-yearold girl I saw who was failing to gain weight. Since there were no clear leads in the medical history, or from the physical examination, it was necessary to obtain some elementary baseline studies such as the most basic blood, stool and urine tests. The managed care medical director called me to question the evaluation with the remarkable comment that his company delivered "Ford not Cadillac care." I reminded him that even children of people who drove Fords rather than Cadillacs should not be pennitted to waste away for lack of basic medical evaluation and care. Eventually they capitulated and allowed the basic testing.
4. Managed care often tries to tell doctors which drugs they can use (which will be paid for) and which <: () \i T E N T S
Primary Care tn the United States-The Best of Times, the Worst of Times
won't. Although in many cases it is appropriate to substitute a cheaper drug with similar actions, sometimes it is not. A common example for me is the use of ranitidine (Zantac) versus dmetidine (Tagamet). Both are s~called "H2 blockers" to decrease gastric add and have roughly the same efficacy, but dmetidine is now in generic form and hence substantially cheaper. Unfortunately this agent has more potential adverse effects (such as drug interactions), and so I prefer to avoid it. True, with more letters and phone calls one can get the insurance company to back down, but how many hours can one spend on this?
5. A 17-year-old male had a horrible condition called "MELAS" syndrome. Here the body's ability to use oxygen is disturbed in all the cells, resulting in neurologic, cardiac, gastrointestinal and other problems. This patient was scheduled for a feeding tube to be placed endoscopically by me. The day of the planned admission I was notified by the nursing staff that the procedure was canceled by the insurance company. Why? Because this procedure is listed in their book as one that can be performed in a community hospital more cheaply than in a specialized children's hospital. I called the managed care company, and the above was reaffirmed by their nurse manager. I attempted to explain that while their claim may be correct for otherwise well patients, in this case the procedure should be performed in a specialty center capable of managing the severe and unstable heart disease and seizure disorders that this patient had. The nurse stated that, regardless, this was not a "complex" procedure, and therefore they would not pay for it to be done at our center. I informed the nurse that in my opinion it was malpractice for such a complex patient to be operated on in an institution without the necessary competent cardiology, neurology and other backup services familiar with this rare pediatric disease. I said that a letter would be written immediately to their company stating the above, with copies to the family and the primary physician, and that if this patient should suffer unnecessary morbidity or mortality, the fault would lie with them, and that they, the insurance company were, in my 2 +February 2000 opinion, legally and morally responsible. The good news is that after this brow-beating I received a call some 30 minutes later allowing us to proceed with the procedure.
6. A 4-year-old girl came to our emergency department with bloody diarrhea and dehydration. After initial fluid resuscitation, she was admitted to the intensive care unit for further stabilization and treatment. Fortunately she did well and was discharged. The insurance company is now refusing to pay the hospital bill, even though we are an "in-network" provider. They do not challenge that life-saving treatment was After inappropriate physical therapy of the neck the patient became quadriplegic.
properly provided. But they refuse to pay because someone didn't call someone who didn't get approval beforehand from them for the admission.
7. Although most of the above stories had a reasonable outcome eventually, unfortunately this is not always the case. A 3-year-old girl with Down's Syndrome (whom I had seen earlier for swallowing problems) experienced weakness of her arms and legs. Her managed care doctor admitted her to the adult ICU of a local community hospital. After multiple tests the doctor wanted to discharge the patient home diagnosing her problem as "viral," and that "she'll get better with time." The patient's mother found out about an instability of the spine just below the head called "atlanto-axial instability" (AAI) which is well described in patients with Down's Syndrome, and can lead to paralysis. When the mother mentioned this to the doctors, the possibility was dismissed. After inappropriate physical therapy of the neck, the patient became quadriplegic, and was fmally transferred to our children's hospital where AAI was diagnosed. Unfortunately, by this time the patient probably has permanent paralysis.
In addition to these specific examples, other general policies which also reflect managing costs at the expense of mismanaging care abound.
Managed care will often dictate that radiologic procedures be performed in a local community hospital. Though many radiologists in such settings may do a fme job, unfortunately the test is inadequate and needs to be repeated with increased radiation, time, and cost all too often.
Some managed care organizations come to their senses after diving off the deep end. One told us that they would simply refuse to pay any bills that were submitted for evaluation and management of more complex patients. They required that all providers submit the bill, have it refused, then resubmit with paperwork. As this piece goes to press, the organization has just backed off this policy after many objected to such stupidity.
These are just a few of my recent examples. The more outstanding ones perhaps, but in some ways the large number of day to day small outrages of managed care are even more irksome. How many wasted hours and how much aggravation should be required for your doctor to deliver decent care · against the forces of managed care? Why would anyone who is sincerely interested in helping ill people get better tolerate a system whereby the primary physician is rewarded for not getting expert help when needed? I believe it is reasonable to conclude that our children and loved ones are unlikely to receive optimal health care when decisions are made by individuals whose primary concern is cost containment.
Editor's Note: The above report is yet another example of why we need to have national health insurance, based on a government financed but privately run model as most developed countries in the world now have, thus phasing out forprofit HMOs, hospitals, dialysis centers, nursing homes and the like. (It is possible that they will phase themselves out because they will not be profitable enough.) Until relatively recently, primary care was a neglected facet of the modern U.S. health care system, obscured by the shadows of the citadels of specialty medicine. These lofty icons of American culture were richly furnished with the latest technology that an affluent society could afford, that a public entranced by biomedicine could desire, and that imaginative, well-intentioned physicians could devise. Between 1950 and 1990 , the number of specialists per capita tripled in the United States, while the supply of primary care physicians declined. The humble general practitioner in fraying tweeds became a second-class citizen. Subspecialists such as invasive cardiologists, slipping from Armani suits into surgical scrubs to enter the catheterization suite to inject, dilate, and implant stents in the coronary arteries of an increasingly sedentary, arteriosclerosis-laden population, became the new medical heroes. Although increasing specialization conferred many benefits, it also contributed to the fragmentation of care and to escalating costs.
By the mid-1990s, many observers believed that a convergence of public opinion, policy consensus, and market pressures would restore the primary care practitioner to the dominant role in the health care system. A key factor in the shifting stock of primary care physicians was their assignment to the role of "gate-keepers" in managed care health plans.
Under gatekeeping arrangements, patients are required to register with a primary care physician. Patients must initiate care with this physician and obtain authorization from this physician for referrals and other specialized services. Many managed care organizations pay their primary care "gatekeepers" by capitation and place the primary care physician at financial risk for the costs of referrals and hospital services.
Undeniably, the gatekeeper model brought tremendous potential for empowering primary care practitioners. In theory, primary care. physicians
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physicians' dissatisfaction with their role as gatekeepers may in part be due to the financial incentives often associated with this model.
would be able to coordinate referral services for their patients, while avoiding inappropriate self-referrals. They would be liberated from prejudicial fee-for-service payments that failed to reward evaluation and management services. They would exercise greater control over services by flexibly managing a capitated budget, and they would have a defined panel of patients, thus enhandng the practice of population-based medidne. The golden age of primary care might fmally arrive.
Unfortunately, primary care physicians, rather than relishing a revival of their calling, appear beleaguered by the requirements of managed care. The survey of U.S. physicians reported by St. Peter et al. in this issue of the journal reveals one aspect of the tensions primary care physicians in the United States now experience. These authors found that 30 percent of primary care physicians reported that the scope of care they provided to their patients without referral to specialists had increased over the previous two years; one quarter believed that the scope of the care they were expected to provide was greater than it should be. Primary care physicians who received a larger proportion of their income through capitation and who served as gatekeepers for a higher proportion of their patients were more likely to believe that the scope of their practice was too broad. These results suggest that many primary care physidans feel unduly pressured by capitation and gatekeeper arrangements to limit referrals and to take on an unwelcome degree of responsibility for delivering care directly to sicker patients with more complicated conditions than in the past.
Other recent studies document the ambivalence of many primary care physicians about their role in managed care systems. Although they acknowledge that models of health care delivery in which primary care physicians serve as gatekeepers may enhance the continuity and coordination of care and improve the provision of preventive services, many also believe that these models have a deleterious effect on physidan-patient relationships, clinical freedom, and the overall quality of care. Primary care physicians' dissatisfaction with their role as gatekeepers may in part be due to the financial incentives often associated with this model. In a study of primary care physicians in California, the presence continued on page 4 It must be strange to be a doctor. What a bizarre range of reactions they must get On the one hand, they inspire wariness. The cliche, '1'rust me, I'm a doctor" would never have been coined if doctors hadn't been mistrusted by their patients in the ftrst place. This wariness easily turns into vilification: in the media, rightly or wrongly, doctors are often treated as hate-figures. The step from hatred to violence is a small one. During the notorious Bristol case in the U. K., the doctors involved were physically attacked outside the courtroom.
On the other hand, doctors enjoy extraordinary kudos. Marriage to a doctor is still regarded as a mark of social accomplishment The fact is, doctors are deified in most cultures. Witch doctors, of which there are many currently practicing (a friend recently had her ears de-waxed by one in west London) are per-ceived by some as mystical beings. And even the most hard-headed rationalists approach orthodox doctors as if they were seers.
I have felt the doctor's aura myselfin surgeries, at work, at parties. As soon as one knows one is in the presence of a doctor, a mass of questions gathers in the mind. "You see, I get this pain here when I. . . " ; "is it true that if I eat enough . . . "We are attracted to anyone who can Primary care, from page 3 of a bonus incentive--such as a bonus based on a low rate of referrals--was one of the factors most strongly associated with physidans' experiencing pressures that they felt "compromised care." Bonus incentives were also assodated with lower levels of satisfaction among primary care physicians. Other recent surveys of physicians indicate that managed care is associated with declining levels of satisfaction among primary
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tell us about ourselves-a short cut, perhaps, to attaining true self-knowledge. In illuminating the murky mysteries of our bodies, doctors seem to be letting us in on profoundersecrets. When I die, and meet my Maker--and I'm keen to grill Him about a good few things-! wouldn't be surprised if He was wearing a stethoscope.
Marriage to a doctor is still regarded as a mark of social accomplishment.
But while I'm on this mortal coil, my contact with doctors is annual at least. As somebody with unilateral tinnitus, I have regular check-ups at a London ENf clinic. Since developing tinnitus, I have become an expert amateur on the subject (if that phrase mak~ sense). I have spent hours reading books, scanning leaflets, surfing web sites. My knowledge is broad, if not deep. However, it has led me to a depressing conclusion: many doctors have a phobia of well-informed patients. At my last ENT visit, the consultant patted my chair, sat me down, and launched on an epic exposition of tinnitus. I tried repeatedly to interject: "I know about TRT," I wanted to say; "I've read care physidans, with a sense of loss of control and clinical autonomy, and with a perception that the quality of care is deteriorating. The fragmented system of health care fmancing in the United States also conspires to undermine the principles of primary care. A basic element of good primary care--continuity of care with a personal practitioner-is frequently thwarted by involuntary disruptions in insurance coverage. One abouttheworkofPaweljastreboff. "But the consultant wasn't interested: she had her speech to deliver, and she was going to deliver it.
Why do so many doctors behave like this? At first, I assumed it was arrogance: they take exception to having their toes trodden on by lay upstarts. But I have come to see it as a form of insecurity. Many doctors are afraid of compromising even a fraction of their authority; and nothing threatens that authority more than a knowledgeable patient
The more eminent the doctor is, it seems, the deeper the fear. My highpowered consultant could have learned a thing or two from my ftrst doctor--an emollient GP at a small provindal health center. I remember visiting him as a child about a rash on my arm. He examined it, bemusedly, and consulted a textbook. After flicking through it, he tossed the textbook into a basket behind him. "Oh I dunno," he said, ''you'll have to see a specialist. " At the time, I was flabbergasted: he's my doctor, The film is enthralling, but it should not be mistaken for reportage. Its adverts proclaim: "Ordinary men of uncommon courage risk all to speak out and change everything." However, for those who have participated in shaping the recent legal measures against tobacco companies in the United States and who know the chain of events of the past five years, The Insider oversells the relative importance and impact of its story, which is simply one chapter in a longer tale.
It may not be any consolation to Brown and Williamson that, by the time the real Jeffrey Wigand went public, most of his information had already been exposed. Even his painful experiences were not unusual, as they were experienced in various guises by other whistle blowers and antitobacco activists, as told in the forthcoming book Civil Wanion: 7be Legal Siege on the Tobacco Industry by investigative reporter Dan Zegart. What concerned the tobacco companies--fast becoming America's preferred defendants--were the legal ramifications of the fact that continued on page 10 perception that primary care physicians ration care-and, in particular, the perception that they ration care on behalf of profit-maximizing managedcare plans or for their own fmancial interest--jeopardizes public and professional support for a stronger role for primary care. 
The recalls noted here reflect actions taken by a firm to remove a product from the market. Recalls may be conducted on a firm's own initiative, by FDA request, or by FDA order under statutory authority. A Class I recall is a situation in which there is a reasonable probability that the use of or exposure to the product will cause serious adverse health consequences or death. 19914, 19912, 19913, 19917, 19918, 19919, 19926 Long-sleeved pink or blue wtth heart-shaped zipper pull sold in size infantS months-girl size 16; 5,300 sold at Nordstrom stores nationwide in December 1999; Nordstrom Inc., Seattle, Washington (800) 695-8000
Primary Care, from page 5 the United States: "It was the best of times, it was the worst of times, it was the age of wisdom, it was the age of foolishness, it was the epoch of belief, it was the epoch of incredulity, it was the season of Light, it was the season of Darkness, it was the spring of hope, it was the winter of despair, we had everything before us, we had nothing before us, we were all going direct to Heaven, we were all going direct the other way." For a primary care physician in the United States, the experience of managed care is just such a set of contradictions. Primary care physicians are loved, and they are defiled. They are the answer to the problem of too easy access to specialty care, and they are the cause of the problem of too difficult access to specialty care. They are empowered by their control of capitated budgets, and they are damned for controlling these budgets. They have been liberated from the corrupting temptations of fee-for-service medicine, and they have been seduced by the wickedness of fmancial incentives to limit care. They are expected to compensate for a seriously deficient system of health insurance fmancing, and they are victims of the grave limitations and discontinuities of the financing system. They are the type of physician everyone really needs, unless of course the person is actually ill, at which point a more qualified specialist should take over. We continue to await the unambiguous arrival of the golden age of primary care in the United States. By fueling public revulsion, the film should help speed the growing cultural tide against the tobacco industry and its lethal product-a valuable contribution by any measure. Well, the FDA won kudos around the world about 40 years ago because they kept a drug off the market, thalidomide, which had caused hundreds of deforming birth defects in countries around the world. FDA said, 'This drug is too dangerous.' And because of safety reasons, a drug which is used to treat morning sickness in pregnant women, was kept off the market. Americans were spared. Now, based on what the FDA has said this week, a woman who is pregnant, who has morning sickness could walk into a store, pick up an herbal supplement or some kind of dietary supplement that can be advertised as saying, 'This is good for morning sickness.' She may not know because they may not have tested to see whether this drug causes birth defects, whether this drug was effective. So we've really taken a big step backward. In the last five years, the sales of herbal supplements and so forth have risen enormously. It coinddes with the period when the FDA was road blocked from requiring safety and efficacy studies. Some companies do some tests to see whether the product's pure, but a third of herbal preparations found in California were contaminated with lead, or arsenic, or other kinds of drugs.
Len Cannon: All right, let me stop you there and let me go to William Soller to respond to that. He's basically saying, Mr. Soller, that the consumers are being left unprotected. They put these supplements on the market, they don't have to be proven or regulated by the government. And is that true?
Mr. William Soller (Consumer Hea/thcareProductsAssociation): That's not true. Dietary supplements as marketed under the new rule, it's a regulation, as well as the 1994law on which the rule is based, are safe and provide important health benefits. What the rule does is provide the FDA with the benchmark, the standard, for its enforcement activities. And overall, this should be a good thing for consumers. The important thing to remember is that we have had five years of experience, since 1994, with the passage of the Dietary Supplement and Education Act. There have been no safety meltdowns. It's been nothing but a success story. And I'll remind you that when it was passed, this was one of the greatest grassroots efforts Congress ever saw in passing a piece of legislation. Consumers want to choose the right product. The rule, based on the 1994 law, will help them to do that.
Len Cannon: So, Sid Wolfe, let me ask you something. Is--do you have proof that these supplements, herbs, vitamins, have caused any problems, any safety hazards in the past few years?
Dr. Wolfe: There is, actually. Most of the studies that have been published showing bleeding problems, liver toxicity, kidney toxidty. I talked to a world expert kidney doctor in Oregon. A patient of his had to have a kidney transplant because of using some herbs. So there are a number of published reports showing that herbal-or herbal and other food supplements--can cause problems. Dr. Soller says that these are safe, but the companies are not required by the FDA to show evidence that they're safe. A woman, again, as I said before, with morning sickness, could pick up in a health food store or a drugstore, for that matter, an herbal supplement that has never been checked out to see whether they cause birth defects. So it's nice to hear these homilies about, 'Trust us. It's safe and effective.' That's what the drug industry said 100 years ago. And fmally, we had to have laws requiring, before a drug came on the market instead of afterwards, proving it's safety and efficacy. Even if the FDA has a suspidon, which they have a lot of times about the dangers of some of these substances, they can't take them off the market.
Len Cannon: Well, let me get Mr. Soller to respond here. Mr. Soller, is it true that if the government isn't regulating these products, then--then who's watching out for the consumer?
Mr 
